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Abstract 
The complex and heterogeneous nature of chronic osteomyelitis, necessitates a multi-

disciplinary approach, involving experts in the field of orthopaedic tumour, infection and limb 

reconstruction surgery, plastic surgery, microbiology and nursing. Numerous surgical 

techniques and adjuvant therapies have been developed during the past three decades in order 

to deal with the wide spectrum of pathology that falls under the heading of chronic 

osteomyelitis. Despite these developments, the outcome of current treatment protocols remains 

unsatisfactory, with failure of therapy. Cases with osteomyelitis of long bone in adolescents 

which were previously managed by multiple surgeries, presented with recurrence, discharging 

sinus, pus was first sent for culture and found to be Staphylococcus aureus sensitive to 

Vancomycin. Sequestrectomy and saucerisation and thorough debridement of the canal was 

performed following which Stimulan pellets prepared with vancomycin were packed in the 

canal, wound was closed. Serial monitoring was done once in 3 weeks after about 2 months 

xray showed a good response. Since biodegradable antibiotic drug delivery systems are 

effective against osteomyelitis, it stands to reason that they might also be effective in 

prophylaxis. 
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Introduction 

The use of local antibiotics to treat osteomyelitis effectively 

necessitates a thorough grasp of the disease's features and 

pathophysiology. Staphylococcus species are the most 

prevalent pathogens responsible for osteomyelitis in humans, 

followed by Enterobacteriaceae and Pseudomonas species. 

More than 90% of the time, Staphylococcus epidermidis causes 

osteomyelitis associated with an implant. 1 Diabetic foot 

infections are typically polymicrobial infections including a 

mixture of gram-positive and gram-negative bacteria, as well as 

aerobic and anaerobic bacteria. Chronic osteomyelitis has a 

complex pathogenesis that begins with bacterial spread. 

Hematogenous seeding, direct inoculation, or airborne 

contamination can all cause bacteria to enter the bone. Bacteria 

have a variety of methods for facilitating cell-cell and cell-

implant adhesion once they come into contact with bone and/or 

implant. Bacteria become sessile, slow down their metabolism, 

and form a biofilm to defend themselves against antimicrobials, 

opsonization, and phagocytosis. Adhesins in Staphylococcus 

aureus, for example, bind fibronectin. Fibronectin, a connective 

tissue glycoprotein, has been demonstrated to mediate and 

enhance bacterial-foreign-body interactions2 Antibiotics work 

on multiple levels to prevent bacterial illness. Clindamycin, for 

example, inhibits glycocalyx formation, allowing phagocytic 

cells to function more effectively and decreasing infection by 

glycocalyx-forming organisms. 3 Clindamycin also inhibits 

bacterial protein synthesis by preferentially binding to the 50S 

component of bacterial ribosomes. 

Antibiotic concentrations required to penetrate and kill bacteria 

encased in biofilm, on the other hand, are 10 to 100 times higher 

than typical bactericidal concentrations, rendering systemic 

therapy in such instances dangerous and useless. Sequestra, 

avascular areas of necrotic cortical bone that are difficult to 

heal, are caused by a prolonged bacterial infection of the bone 

that inhibits cortical blood supply. The sequestra is frequently 

surrounded by involucrum, which is new bone formed in 

response to the sequestra. 5 The presence of the sequestra 

warrants surgical intervention in chronic osteomyelitis. 

Intravenous antibiotics are frequently effective in treating acute 

illnesses. A variety of conditions might cause a bone infection to 

become chronic.  

Continued infection is aided by the presence of foreign 

substances and necrotic bone. Furthermore, pathogen-specific 

traits such as bacteria's capacity to remain intracellular, build a 

protective layer, and maintain a slow metabolic rate all impede 

the host's ability to remove infection. Obesity and smoking are 

two issues that affect patients. Chronic osteomyelitis is 

characterised by recurrent or intermittent disease, as well as the 

occurrence of late infection reactivation.  

 

Latent periods can endure for decades, and some have been 

known to last up to 80 years. 6 The radiographic symptoms of 

osteomyelitis can be faint, thus they must be compared to the 

clinical picture. On routine radiographs, loss of trabecular marks, 

elevation of the periosteum, cortical scalloping, medullary 

involvement, and localised osteopenia are all signs of 

osteomyelitis. A sequestrum with surrounding involucrum may 

be visible on computed tomography (CT) images.  

 

 

A subperiosteal fluid collection as well as a Brodie abscess, a 

subacute or chronic metaphyseal abscess of a bone that occurs as 

a pus-filled cavity surrounded by a wall of dense fibrous tissue 

and is most commonly found in the metaphyses of the long 

bones, can be seen on magnetic resonance imaging (MRI)                                
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With the use of flaps and vascularized bone grafts, the surgical 

management of  chronic osteomyelitis has altered dramatically 

in the last 25 years. Surgical intervention is nearly always 

required due to a lack of blood supply to the affected areas and 

a decreased ability of the host immune system to clear 

infections. In chronic osteomyelitis, thorough bone 

debridement is critical, and it is frequently the most important 

aspect in eradicating infection. have a negative impact on the 

treatment At baseline and at follow-up, pre- and post-operative 

data on the osseointegrated prostheses were compared for each 

patient. Between 1999 and 2007, 51 TFA patients were 

enrolled in the trial, with each patient being followed for five 

years.
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